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ABSTRACT As the treatment of non-insulin-dependent diabetes mellitus (NIDDM)
largely depends on self-management, patient compliance and satisfaction, diabetes specific
beliefs and fears need special consideration during medical consultations by means

of effective communication. Communication patterns are likely to change through time. For
that reason, the first three consultations between 18 newly referred patients with poorly
controlled NIDDM and their medical specialist were videotaped. Subsequently, changes in
doctor’s and patients’ verbal and nonverbal communication behaviours during these 54
consultations were analysed. Furthermore, an investigation was carried out to distinguish
those communication behaviours most strongly related to patient satisfaction. Findings
suggest that the first consultation is most important for building an effective doctor-patient
relationship, the second for discussing treatment matters, and the third for addressing
psychosocial issues. Further research incorporating clinical outcome measures is
recommended to determine which were the behaviours with the greatest influence on
patient health outcome.

INTRODUCTION

It is generally accepted that, in non-insulin-dependent diabetes mellitus (NIDDM),
compliance with regimens directed towards improved metabolic control is important in
preventing the development of complications (e.g. nephropathy, retinopathy, foot problems)
[1,2]. The efficacy of treatment largely depends on patients’ knowledge, skill, and
motivation; factors which can all be influenced effectively by communication with
specialized health care providers. Conversely, difficulties in communicating with the patient
are an important cause of inefficacy of the treatment of NIDDM [3]. Attention to
communication between doctors and patients is also recommended, because this is likely to
reveal appropriate methods in diabetes-education 141, tailored to patients’ individual needs
[5].

Patients have two needs which correspond with the demands of treatment: the need for
medical information and instruction and the need for emotional support and reassurance [6].
These needs correspond with two types of doctor behaviour: instrumental behaviour for
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giving information and advice, and affective behaviour for showing concern and giving
emotional support [7]. Affective communication can be conveyed both verbally and
nonverbally. In NIDDM, diabetes-specific health beliefs and fears, such as beliefs about the
benefits of treatment, attributions to personal diabetes control and fear of hospitalisation, are
known to influence adherence to doctors’ instructions [8-10]. Moreover, diabetes has a
strong impact on patients’ life and, at the same time, stress, anxiety, and neuroticism can
deregulate diabetes [ 11-13]. Consequently, affective communication which focuses on the
meaning of the disease for the patient and instrumental communication giving clear
information necessary to alter dysfunctional beliefs will both be important in the treatment of
NIDDM.

The rationale underlying this line of reasoning was inferred from a theoretical framework
for research into doctor-patient communication recently proposed by Ong et al. [14], in
which background, process and outcome variables are brought together (Fig. 1).
Fundamental in this framework are the background variables that have been shown to affect
communication behaviours, which in turn were found to influence patient outcomes. In this
article, the framework will be applied to communication between a medical specialist and
patients with NIDDM.

One additional element which has been largely ignored in research into doctor-patient
communication will be attended to specifically in this article, namely the influence of the
rank order of the consultation in newly referred patients on doctor-patient communication.
Referred, poorly controlled NIDDM patients need several visits to the specialist to adjust
their treatment. Examining the content of just one consultation would only cover a part of the
process of management. A much greater part of the communication process can be
visualized by investigating three consecutive outpatient consultations. Presumably, doctor
and patient communication styles are not static, but change in time. Research findings indeed
show that patients’ information-seeking behaviour differs between first and subsequent visits
[15,16]. Such data are lacking with respect to patient needs for emotional support and
psychosocial counseling. It may be hypothesized that at first patients’ uncertainty and
anxiety require doctors’ emotional support and attention, whereas, in subsequent visits,
patients might need more medical-technical information to apply the new treatment methods
effectively. Adequate management of the condition is likely to require doctors to respond to
these changing needs accordingly, by shifting their communication style [17].

In this article the following research questions were addressed specifically:

1. Do the communication styles of the doctor and his patients with poorly controlled
NIDDM change during a series of outpatient consultations?

2. What are the specific aspects in the communications related to patient satisfaction with
the outpatient visits?

3. What is the relationship between verbal and nonverbal communication behaviours?

[FIGURE 1]

2. METHODS

2.1. Subjects

This article focuses on patients with NIDDM who are referred to the outpatient clinic for
internal medicine because diet and antidiabetic agents can no longer adequately control their
diabetes. Eighteen consecutive patients with poorly controlled NIDDM were asked
permission to videotape their first three consultations with one male internist at an outpatient
clinic for internal medicine. In this outpatient clinic internist, diabetes nurse, and dietitian
work closely together. Newly referred patients first attend the internist for diagnostic
procedures and physical examination. Subsequently, patients visit the nurse and the dietitian
for behavioural instructions about self-management and food intake. The present study
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focuses exclusively on the dyadic consultations between the patient and the internist. All
patients gave written consent for the recording, which took place with a videocamera
positioned in a corner of the room. There were five male and thirteen female patients, with
mean ages of 60 (S.D. 11) and 64 (S.D. 8) years, respectively (ns). ,4t the end of the three
consultation period, one third of the patients had switched to insulin therapy.

2.2. Analysis of communication
The verbal and nonverbal communication between internist and patient was measured by
two independent raters directly from the videorecordings.

2.2.1. Verbal behaviour

Doctor-patient communication during the 54 consultations was measured by the Roter
Interaction Analysis System (RIAS) [18], which is specially designed to code both doctor
and patient communication. This system distinguishes instrumental or task-related and
affective or socio-emotional verbal utterances in doctors and patients. Based on the findings
from an earlier study [19], the categories were reduced to 16 clusters, identical for specialist
and patient. Instrumental clusters refer to those communication aspects which primarily
focus on solving problems, such as giving information, asking questions, and counseling.
Affective clusters refer to those aspects needed to establish a therapeutically effective
relationship between doctor and patient, such as giving comfort and reassurance and showing
empathy, optimism, concern and understanding. The average interrator-reliability (Pearson’s
1) for these clusters appeared to be 0.82 for patient utterances (0.77 and 0.85 for affective and
instrumental utterances, respectively) and 0.78 for specialist utterances (0.80 and 0.77 for
affective and instrumental utterances, respectively) [20]. T o control for potential differences
in lengths of visits, categories were divided by the total number of utterances. In addition to
the non-overlapping RIAS categories, the duration of the speaking time for doctor and
patient, of the physical examination, and of extra-consultation interruptions, such as
telephone calls, were registered and adjusted for consultation length. Furthermore, patient-
centredness [21] was measured using two five-point Likert scales indicating the extent in
which the specialist took the patient’s views into consideration in the diagnostic and
therapeutic phases of the consultation. All consultations were systematically observed using
the CAMERA computer system, which is especially designed for coding behavioural
interactions from video recordings [22]. The conversation during physical examination,
which took place in a separate room, was excluded from analysis.

2.2.2. Nonverbal behaviour

The general affective impression of doctor’s and patients’ communication was rated on four
six-point rating scales, measuring irritation, nervousness, interest, and warmth [1&19].
Patient-directed gaze, that is the time the doctor looked directly into the patient’s face, was
measured and adjusted for the time the doctor was in sight. Camera angles did not permit
coding of eye gaze for the patient.

2.3. Patient satisfaction

Following each outpatient consultation, patients completed the Medical Interview
Satisfaction Scale (MISS) which consist of 26 items in a five-point Likert-type format
(‘strongly agree’ to ‘strongly disagree’) [23]. This scale measures three aspects of patient
satisfaction: cognitive (nine items; Cronbach’s a = 0.82) affective (nine items; oo = 0.73) and
behavioural (eight items; o = 0.75) satisfaction. Cognitive items refer to the doctor’s giving
explanations and information and the patient’s understanding of diagnosis, etiology,
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prognosis, and effects of treatment. Affective items describe the doctor’s warmth and the
patients’ feelings of trust, confidence, and freedom to express themselves. Behavioural items
measure the patient’s evaluation of the doctor’s professional behaviour, physical
examination, diagnostic procedures, and treatments. The scale was scored by summing the
scores for the subscales and dividing by the number of responses for each subscale.

2.4, Statistics

Changes in communication behaviour through time were investigated by means of one-way
analysis of variance, Duncan’s multiple range test for pairwise comparisons of group means,
and t-test when appropriate. These changes were examined with respect to each RIAS
category separately and also after RIAS categories were merged in an instrumental and an
affective cluster. As patients were asked to complete the MISS after each consultation, it was
possible to examine the relationships between the level of satisfaction and the nature of
doctor-patient communication during the previous consultation in all 54 consultations
separately. The three consultations were combined to investigate the relationship between
verbal and nonverbal communication behaviour. Relationships were examined by means of
Pearson’s correlation.

3. RESULTS

3.1. General consultation characteristics

As shown in Table 1, initial outpatient visits were, on average, significantly longer than
subsequent visits (F = 79.64, P < 0.0001). Consistent with this, significantly more utterances
were made during the initial consultation (F = 50.29, P <0.0001), also when broken down by
interactant.

Adjusted for the consultation length, the doctor spoke longer than the patients during the
repeat visits (t = 6.54. P <0.0001 and t =2.93, P < 0.01, respectively), but not during the
first visit. Furthermore, around 6% of each consultation was taken up by extra-consultation
interruptions. Table 1 furthermore shows that the amount of time the doctor looked at the
patient declined gradually from initial to third consultation (F = 9.75, P =< 0.001). Pairwise
comparisons between consultations revealed that the significant differences in consultation
characteristics could all be attributed to differences in consultation means between the first
and second consultations, as well as between the first and third. Apart from that, the
proportion of doctor speaking time and of patient-directed gaze were also found to differ
significantly between the second and third consultations.

[TABLE 1]

3.2 General communication behaviours

In order to get an impression of the overall changes in the proportion of affective and
instrumental behaviours, changes in the general affective and instrumental category totals
were considered first (Table I). During each consultation, the majority of doctor utterances
were instrumental, whereas, in patients, only during the first consultation did the number of
instrumental utterances exceed the number of affective utterances (t = 9.38, P < 0.0001).
Comparisons between doctor and patient speech revealed that, during the first consultation,
doctor and patient did not differ in the proportion affective or instrumental utterances.
During the second consultation, the doctor made significantly more instrumental utterances
than patients (44% and 19%, respectively; t =11.52, P <0.0001) and patients made more
affective utterances than the doctor (22% and 15%, respectively: t = - 4.70, P < 0.0001).
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Finally, during the third consultation, the proportion of affective utterances did not differ
between doctor and patient, whereas the doctor made significantly more instrumental
utterances than the patients (38% and 20%. respectively; f=5.78, P < 0.0001). Pairwise
comparisons between consultations revealed that, except for the proportion affective
utterances by the doctor, these differences could all be attributed to differences in means of
consultation between the first and second consultations as well as between the first and third
consultations. In addition, the proportion of affective and instrumental utterances made by
the doctor were (also) found to differ significantly between the second and third
consultations.

3.3. Specific doctor communication behaviours

A closer look at the doctor communication behaviours during each consultation is presented
in Table 2. An examination of doctor’s verbal affective behaviours revealed that during the
first outpatient consultation the doctor was more attentive, as he expressed significantly more
agreement and gave more paraphrases than during subsequent visits. In addition to this,
during subsequent consultations the doctor showed more optimism regarding physical or
emotional aspects of the condition by giving more reassurance. In addition, the doctor gave
more consideration to patient views on therapeutic issues during subsequent visits, as was
demonstrated by an increase in the level of patient-centredness in the therapeutic phase.
Significantly more medical questions were asked during the first consultation with respect to
doctor’s instrumental behaviour, whereas the proportion of medical information and medical
counseling was higher in both subsequent visits. No significant differences were found
between the three consultations in the scores on the affect scales (Table 2). Pairwise
comparisons between consultations showed that all significant differences resulted from
differences between the first and second consultations. Differences in the proportions
paraphrases, reassurances, medical questions, medical information, medical counseling, and
patient-centredness during the therapeutic phase were also significant between the first and
third consultations. Additionally, differences in the proportion of reassurance, requests for
clarification, and medical information were also significant between the second and third
consultations.

[TABLE 2]

3.4. Specific patient communication behaviours

A focus on patients’ verbal affective behaviours revealed that during the first consultation,
patients appeared to be less attentive towards the doctor, as they directed fewer agreements
and paraphrases to the doctor than during subsequent consultations (Table 3). Patients’
positive statements, as measured by the proportion reassurances, gradually increased over
time comparably, in fact, with doctor communication. With respect to instrumental
communication, patients gave more medical as well as psychosocial information and asked
fewer medical questions during the first consultation than during subsequent consultations.
No significant differences were found between the three consultations in the scores on the
affect scales (Table 3). All significant differences between consultations resulted from
differences between the first and second consultation. Moreover, differences between the
proportion of agreements, medical questions, and medical information were also significant
between the first and third consultations.

[TABLE 3]
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3.5. Patient satisfaction

Completed satisfaction questionnaires were obtained with respect to 44 consultations
(81%). As satisfaction scores did not differ between consultations and patient satisfaction
ratings were overall very positive {Table 4), consultations were grouped as extremely
satisfactory or not (dichotomized at the median) and subsequently compared. First,
consultations in which doctor’s cognitive performance was evaluated as extremely
satisfactory (N = 25) were compared with less satisfactory consultations (N = 19). This
comparison showed that the doctor gave proportionally more orientations (P < 0.05) more
paraphrases (P < 0.05) and fewer reflections (P < 0.01) in extremely satisfactory
consultations. The comparison between consultations judged extremely satisfactory
regarding doctor’s affective performance (N = 20) as against those judged less satisfactory
(N = 24) showed that the doctor was less irritated (P < 0.05) and more interested (P < 0.05)
in consultations considered extremely satisfactory. Moreover, in extremely satisfactory
consultations the doctor expressed proportionally fewer concerns (P < .05) and the patients
asked for clarification less frequently (P < 0.05). Finally, in consultations evaluated as
extremely satisfactory, the doctor tended to be more patient-centred during the diagnostic
phase (P<0.10). With respect to doctor’s behavioural performance, in extremely satisfactory
consultations (N = 22) patients appeared to express proportionally more optimistic utterances
(P <0.05) than in less satisfactory consultations (N = 22). Moreover, both groups of
consultations differed at the level of a statistical trend with respect to the duration of the
physical examination (PC 0.10) which was twice as long in extremely satisfactory
consultations, and also in the proportion of social talk which was smaller in extremely
satisfactory consultations (P < 0.10).

Additional comparisons per consultation revealed that when the doctor showed more social
behaviour and less irritation during the first consultation patients were more likely to be
extremely satisfied with his cognitive and affective performance (P < 0.05 for both
variables). During the second consultation a higher level of interest shown by the doctor as
well as a higher level of patient-centredness during the therapeutic phase contributed to
extreme satisfaction regarding doctor’s cognitive and affective performance (P < 0.01 and P
< 0.05, respectively). Finally, when the doctor gave more orientations and psychosocial
counseling and showed fewer concerns during the third consultation, the consultation was
more likely to be assessed as extremely satisfactory with respect to doctor’s cognitive and
affective performance (P < 0.01, P <0.05 and P < 0.05, respectively).

[TABLE 4]

3.6. Relationships between verbal and nonverbal behaviours

Significant positive correlations were found between the proportion of patient-directed gaze
and the proportion of psychosocial information given by both doctor (Y =0.48, P < 0.001)
and patient (r = 0.43, P <0.01), i.e. the more the doctor looked at the patient, the more
psychosocial information was exchanged. Significant negative correlations were found
between the proportion of patient-directed gaze and the proportion of agreements indicated
by the patient (r = - 0.35, P < 0.05) as well as the proportion of reassurance (Y =- 0.30, P <
0.05) orientations (I =- 0.38, P < 0.01), and medical counseling (r =- 0.42, P <0.01) from
the doctor. So, when the doctor looked at the patient, the patient indicated less agreement.
Furthermore, the more the doctor looked at the patient, the less he made reassuring
comments, told the patient what was about to happen, and gave medical advice.

4. DISCUSSION
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The aim of this explorative study was to examine whether doctor’s and patient’s verbal and
nonverbal communication behaviours change during a series of consecutive outpatient
consultations in NIDDM. Findings suggest that communication patterns do indeed change.
During the initial visit the proportion of speaking time as well as the proportion of affective
and instrumental utterances did not appear to differ between doctor and patient. In
subsequent visits, however, doctor’s speech predominated and this predominant
communication appeared to be primarily instrumental, whereas patient communication was
mostly affective. At the same time, the proportion of patient-directed gaze had decreased
when compared with the first consultation. These results seem to indicate that during the
initial outpatient consultation the doctor-patient interaction is more equal and reciprocal,
both necessary conditions for building an effective interpersonal relationship based on trust
and capable of influencing patients’ health behaviour [24,25]. Conversely, the findings also
suggest that once the doctor-patient relationship has been established, less effort is put into
maintaining it. The observed lack of congruency between doctor and patient in subsequent
visits might engender, however, a risk of overlooking important cues, such as psychosocial
issues like patient needs and concerns, which are known to be related to the compliance and
general well-being of the older patient with NIDDM [12]. As psychosocial issues are less
frequently raised with older than with younger patients and doctors appear to be less
responsive to psychosocial issues raised by older patients, doctors should be especially
careful in this matter [26]. Recently, in general practice consultations, the information
interchange on psychosocial topics was found to be positively related to the level of
patientdirected gaze [27]. In the present study, these findings were replicated for outpatient
practice, which may either stress the impact of this nonverbal tool or merely reflect doctor’s
tendency to look at the patient more frequently when psychosocial issues are discussed. It
was hypothesized beforehand that during the initial consultation communication would be
primarily affective, whereas, in subsequent consultations, communication would become
more instrumental. In general, these hypotheses were confirmed in this study.

A remarkable finding is that, although in the present study repeat consultations seemed less
balanced than initial ones, this imbalance was not reflected in a decrease in patient
satisfaction scores nor in changes in the scores on the affect scales as parameters for the
affective impression of the consultation. Apparently, patients were not bothered by the
observed shifts in communication patterns, perhaps because the doctor-patient relationship
was already firmly established in the initial consultation. Another explanation is that
patients, and especially older ones, are generally known to report high levels of satisfaction
with the specialist to convey their feelings of gratitude [28,29]. Nevertheless, on the basis of
patient satisfaction scores, consecutive consultations can roughly and tentatively be
characterized in terms of patients’ most highly valued communication parameters. This
categorization shows that patients especially value doctor’s social behaviour during the first
consultation, patient-centredness with respect to therapeutic issues during the second
consultation, and psychosocial counseling during the third consultation. This might imply
that, in order to increase the level of patient satisfaction with outpatient consultations,
building a doctor-patient relationship should indeed be the primary purpose of the first
consultation. negotiating treatment matters might be an important issue of the second
consultation, and additional psychosocial issues might have to be addressed specifically in
the third consultation [29]. These alleged differences between consecutive outpatient
consultations are in conformity with differences between consecutive sessions in physical
therapy. The first physical therapy session appears to be devoted to giving information, the
second session is focused at behavioural instructions, whereas in subsequent sessions
psychosocial issues become the subject of discussion [30].

Interestingly, inverse relationships were found between, on the one hand, the proportion
patient- directed gaze and, on the other hand, the proportion agreements by the patients and
the proportion reassurance, orientations and medical advice from the doctor. Possibly, these
findings indicate a trade-off between these nonverbal and verbal behaviours. Patient-directed
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gaze might convey persuasive messages which can also by transmitted verbally by
encouragement. orientations, and advice. In like manner, when the doctor looks at the
patient, it may be less important for the patient to communicate his/her agreements verbally.
Further research using video recordings in clinical settings is needed to confirm these
tentative conclusions.

Previously, in general practice a methodical approach was valued most highly in initial
consultations, whereas patient-centredness with respect to treatment regimens was valued
highly during subsequent visits [19]. In the present outpatient setting, these differences are
comparable: during the first consultation doctors asked a lot of questions and patients gave a
lot of information. At the same time, doctors encouraged patient speech by signalling
attentive listening. In addition, in subsequent consultations, the doctor appeared to allow the
patient to discuss treatment matters more. This is very important because the adherence to
treatment is known to increase when the treatment for diabetes mellitus is adapted to
patients’ needs and life circumstances [31]. In this respect, caution is advised so as not to
confuse patients’ desire to discuss treatment matters with his desire to make treatment
decisions, because generally doctors tend to underestimate the first and overestimate the
latter [32].

Some methodological issues are worth mentioning. The number of patients in this study
was relatively small, particularly with regard to the number of patients who started with
insulin therapy during the outpatient consulting period. Larger samples will be required to
examine the effect of doctor-patient communication on the mutual decision to commence
insulin therapy. Additionally, only one doctor and eighteen patients took part in this study.
Therefore, one might argue that, instead of consultation differences, our results are only a
reflection of the doctor’s working style. However, in a recent study in general practice,
doctors’ communication behaviours appeared to vary more between patients than between
doctors [27]. So the same inter-consultation differences can be expected when examining
consecutive consultations from more than one doctor. Nevertheless, further work is needed
to examine this and to determine the generalizability of the present results. Moreover, as
there appear to be meaningful shifts in communication patterns over time, further research
into medical communication should be careful neither to mingle initial and repeat
consultations, nor to generalize findings from initial to subsequent consultations. In this
respect, there is not only a need for less variability in complaints for which patients go to the
doctor [19], but also in the rank order of the consultation. This aspect is likely to be more
important in outpatient settings than in general practice, because as virtually all patients in
the Netherlands are registered with one general practitioner, most patients will already have
a well-established doctor-patient relationship when going to the general practitioner.

In conclusion, the health outcome of outpatients with NIDDM may possibly benefit if the
compatibility in communication between doctor and patient during the initial contact were
maintained during repeat consultations, i.e. if the doctor continued to present information
and advice in an affective way. Post hoc analysis revealed that this will not lead to longer
consultations because the correlation between consultation length and proportion of affective
utterances by the doctor was small and even tended to be negative (r = - 0.12). Further
studies may address this issue further by incorporating relevant clinical outcome measures
[14].
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TABLES AND FIGURES
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Fig. 1. Theoretical [ramework showing the relationship of
background variables and the process of communication in
patient outcomes (after Ong et al. [15]).

Tahle 1
Overall consultation characteristics
Variable Interactant First Second Third
consultation consultation consultation
Mean S.D. Mean S.D. Mean 5.D.
Consultation length (min)* 26,93 0,00 10.57 4.06 877 2.80
% Speaking time Daoctor* 25 ] 50 10 41 14
Patient 23 10 22 10 25 12
% Mon-speaking time 22 5 23 9 23 7
% Physical exam* 27 8 1 4 3 5
% Interruptions 4 5 5 6 B 14
Mumber of utterances Doctor* 202 39 114 39 96 22
Patient* 185 45 a0 i 74 25
% Affeetive utterances Doctor® 16 3 15 5 19 6
Patient* 14 5 22 6 23 9
% Instrumental utterances Doctor* 36 B 44 7 38 10
Patient* 33 5 19 5 20 8
Patient-directed gaze (% )* 58 8 48 13 39 15
*Significant consultation e¢ffect using one-way analysis of variance (P < 0.05).
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Table 2

Doctor communication behaviours

Variahle First consultation Second consultation Third eonsultation

Mean SD. Mean S.D. Mean 5.D.

Roter Interaction Analysis (% )

Affective
Social behaviour 2.40 1.92 34 264 4,52 5.41
Agreements® 6.56 M 4.41 2.50 5.25 2.55
Paraphrases* 311 Lol 192 141 218 1.46
Reflections 0.76 063 0.77 0.72 (.80 0.84
Concerns 0.84 0.78 0.76 075 1.14 1.7
Reassurances* 2.5 1.20 381 1.87 527 2.85
Disagreements 0.09 0.20 019 048 0.17 0.35

Instrumental
Orientations 2.86 0.85 3.85 2.30 285 2.28
Requests for clarification® 2.35 1.25 1.38 .86 2.54 1.40
Medical questions*® 13.50 4.60 307 2.00 in 2.63
Psychosocial questions 0.94 0.75 0.64 1.43 0.36 0,55
Medical information* 12.54 6.01 27.89 827 2171 10.46
Psychosocial information 0.54 0.80 .31 0.64 0.31 0.54
Medical counseling* 1.64 0.99 4,45 3.20 553 3.31
Psychosocial counseling 0.30 038 047 1.07 0.48 0.80
Administrative 1.55 1.81 1.46 116 0.79 1.26

Patient-centredness (1-5)
Diagnostic phase 3.17 038 322 054 333 0.59
Therapeutic phase* 2.89 0.47 3.56 051 333 0.77

Affect scales (1-6}
Irritation 1.72 .83 144 .86 1.39 0.70
Nervousness 1.28 067 128 {146 1.28 0.46
Interest 4.50 0.62 4.67 0.84 4.61 0.78
Warmth 4.78 0.65 4.72 113 4.89 0.58

*Significant consultation effect using one-way analysis of variance (P <0.05).

Table 3

Patient communication behaviours

Variable First consultaiion Second consultation Third consultation

Mean 5.D. Mean S.D. Mean s.D.

Roter Interaction Analvsis (%)

Affective
Social behaviour 3.66 333 347 343 525 6.36
Agreements* B.55 4.01 14.58 514 13.44 5.50
Paraphrases® 0.68 .57 1.86 LT6 142 1.53
Reflections 0,00 (XY 0.0} (.00 .09 0.30
Concerns 0.93 1.21 .46 2.80 1.60 1.44
Reassurances 033 037 087 1.1 H R 1.37
Disagreements 017 0.29 010 0.26 12 0.31

Instrumental
Oricntations 0.35 (.50 0.38 0.48 (.46 0.52
Requests for understanding 0.60 .53 0.89 0.96 067 0.85
Medical guestions* 070 067 2044 1.37 L85 L49
Psychosocial questions 0.00 0.00 0.11 .46 (L06 0.17
Medical information® 26.51 4.18 11.68 5.39 14,04 6.27
Psychosaocial information® 4.06 2.95 1.98 215 233 2.04
Medical counseling 0.1z (119 0.08 024 009 027
Paychosocial eounseling .03 (h00 D00 (00 (.00 Q.00
Administrative 64 .52 1.32 1.74 154 10K

Affect scales (1-6)
Irritation 1.06 0.24 1.06 0.24 1.28 0.57
Nervousness 206 0.99 233 119 211 0.90
Intcrest 411 0.68 4.35 0.59 461 0.92
Warmth 4.33 0.84 394 1.11 4.17 0.62

*Significant consultation cffect using onc-way anelysis of variance (P = 0.05).
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Table 4
Medical interview satisfaction (MI153) scores

Subscale® First consultation Second consultation Third consultation

Mean SD. N Mean SnD. N Mean S.D. N
Cognitive 401 0.46 18 391 0.46 13 3.03 0.49 13
Affective 402 0.49 18 402 0.46 13 391 Ondd 13
Behavioural 4.18 053 18 387 0.42 13 200 .52 13

*Possible score range 1-5, higher scores indicating higher satisfaction.
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